The private health insurance industry collected $55.9 billion in premiums in 1979 and returned $50.2 billion in benefits to its subscribers. Premiums rose 12.4 percent, slightly faster than in 1978 when premiums rose 11.4 percent, to $49.7billion. Benefits rose 11.4 percent in 1979 
Extent of Health Insurance Coverage Private Insurance Coverage of the Population
The proportion of the nation's population covered by private health insurance has varied little from 1976 through 1979-increasing only from 77 percent in 1976 to 78 percent in 1979 for hospital coverage and remaining about 75 percent for surgical care. The rate of growth in hospital and surgical enrollment barely exceeded the rate of growth in the civilian population. The only substantial gains were in coverage for x-ray and laboratory examinations (about 14 percent), visiting nurse services (about 27 percent), and nursing home care (about 52 percent), far surpassing the growth in population of about 2.7 percent during that period.
In 1979, 171 million persons-1.7 million more persons than in 1978 and almost 7 million more than in 1976-were covered by private hospital insurance through an insurance company, a Blue Cross or Blue Shield plan, or an independent prepaid or self-insured health plan. Surgical insurance was carried by 165 million persons-3.2 million more persons than in 1978 and almost 5 million more than in 1976 (Table 1) .
One hundred sixty-six million persons had private insurance covering the cost of x-ray and laboratory examinations. A smaller percentage of the population was protected against the costs of other health care services. In 1979, about 61 percent had private insurance to help pay the cost of physicians' home and office visits, a slight decline from the previous year. Seventy-three percent of the population was covered for visiting nurse services, an increase of 9 percentage points over 1978. Only 27 percent of the population had private dental insurance, and only 44 percent had some level of insurance payment for nursing home care.
In both 1978 and 1979, the fastest growth occurred in coverage for dental care, visiting nurse service, and nursing home care. Both employer related and individually purchased coverage rose in the effort to substitute visiting nurse service and nursing home care for expensive hospitalization whenever possible. Collective bargaining settlements brought dental care to larger numbers of workers and their families, although the rate of growth slowed from 21 percent in 1978 to 12 percent in 1979.
About four-fifths of persons under age 65-the work force and their families-were insured for hospital related services between 1976 and 1979 . In 1979 percent of this group had some level of payment for out-of-hospital x-ray and laboratory examinations, compared with only 73 percent in 1976. Almost two-thirds of this age group had some level of coverage for prescribed drugs (out-of-hospital), physicians' office visits and private duty nursing, but all three categories showed losses from 1978 coverages. For the all ages group, the civilian population in 1979 is based on the Bureau of Census estimate of 219,625,000 as of January 1,1980; in 1978 it is based on the Bureau of Census estimate of 217,417,000 as of January 1,1979; in 1977 it is based on the Bureau of Census estimate of 215,618,000 as of January 1, 1978; and in 1976 it is based on the Bureau of Census estimate of 213,863,000 as of January 1, 1977. 2 For the under age 65 group, the civilian population in 1979 is based on the Bureau of Census estimate of 194,648,000 as of January 1, 1980; in 1978 it is based on the Bureau of Census estimate of 193,057,000 as of January 1,1979; in 1977 it is based on the Bureau of Census estimate of 191,823,000 as of January 1, 1979; and in 1976 it is based on the Bureau of Census estimate of 190,628,000 as of January 1, 1977. 3 For the age 65 and over group, the civilian population in 1979 is based on the Bureau of Census estimate of 24,977,000 as of January 1, 1980; in 1978 it is based on the Bureau of Census estimate of 24,360,000 as of January 1, 1979; in 1977 it is based on the Bureau of Census estimate of 23,795,000 as of January 1, 1978; and in 1976 it is based on the Bureau of Census estimate of 23,235,000 as of January 1,1977. Private insurance coverage of the aged grew more rapidly than coverage for persons under age 65 due mainly to the faster growth of the aged segment of the population over the four year period-7.5 percent compared with 2.1 percent for the under 65 age group.
In 1978 about two-thirds of the aged population, virtually all of whom were covered by Medicare hospital insurance and supplementary medical insurance, also had private insurance for hospital care, most of it to supplement Medicare coverage. This coverage was purchased mostly by individuals, but to some extent by employers where unions had bargained for continued group coverage into retirement. Supplementary private insurance paid some or all patient deductibles and co-insurance required by Medicare for hospital care. Less than 50 percent of the aged had supplementary private insurance coverage for physicians' services, visiting nurse services and nursing home care, but the latter two categories showed substantial gains over the coverage rates of 1976. Insurance plans covering less than 18 percent of the aged made partial payments for services excluded by Medicare-prescribed drugs and private duty nursing. In 1979, the proportion of the aged population with private insurance coverage ranged from 64 percent for hospital care to 6 percent for dental care. The pattern of coverage showed that private insurance was being purchased mainly for high risk types of care for the aged. For example, only a fourth of the aged had supplementary coverage for physicians' office visits, probably because it was more economical to pay out of pocket or "self-insure" for those physicians charges not covered by Medicare than it was to pay for a higher priced Medigap insurance policy. The elderly who do have such coverage are mostly in group plans where retirees continue to be covered at the expense of the employer. For high risk hospital coverage, however, individual insurance policies were purchased in 1978 and 1979 by almost 4 times as many persons as were covered by group insurance plans. In 1976 that ratio was 3 to 1.
Gross Enrollments
Private insurers reported a record 220.8 million in enrollments for hospital care in 1979, of which 50.0 million, or approximately 23 percent, represented duplicate or multiple coverage (Table 2 ). Multiple coverage occurs: when both spouses are employed and both have group insurance through their employer; when a person with group insurance purchases an individual policy or policies to supplement group coverage; or when a person not eligible for group insurance holds two or more individual policies in an effort to obtain some level of protection against the costs of health care. The rate of duplication was lower for physicians' services (14 to 17 percent) and for other types of care-ranging from 10 percent for nursing home care to 14 percent for prescribed drugs and private duty nursing.
Rates of duplication were about the same in 1978. Rates of duplication for the aged ran slightly lower than for the under age 65 group, in both years. 
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Market Shares
The 1979 market shares of the various insurers for hospital, surgical, prescribed drugs, and dental care are illustrated in Figures 1-4 .
Insurance Companies
Despite a slightly diminishing share over the past four years, insurance companies continued their lead in the market for the work force and their families, holding 51 percent of that group's total enrollments for hospital care in 1979 (Table 3) . Enrollments in employer related group policies for hospital care numbered 73.6 million; an additional 28.2 million enrollments were in individual hospital policies, for a total of 101.7 million total enrollees, well above the 76.2 million hospital enrollments in Blue Cross and Blue Shield plans. Insurance company policies (mostly major medical) covering physicians' office visits, prescribed out-of-hospital drugs, and private duty nursing covered 65 to 70 million more enrollees than were covered by Blue Cross-Blue Shield plans. Insurance company dental plans insured almost four times the number of persons covered by Blue Cross and Blue Shield plans (Tables 2 and 3) .
Blue Cross and Blue Shield Plans
In 1979, the 69 Blue Cross plans and the 69 Blue Shield plans enrolled 85.4 million persons for hospital care and 73.5 million persons for surgical services-37 and 38 percent of the population that these plans served. About 85 percent of these persons were enrolled in group plans. Of this number, 9.3 million persons age 65 and over or disabled and under age 65 were enrolled for coverage beyond Medicare levels or for health care services not provided by Medicare. Blue Cross and Blue Shield shares represented 47 percent of the hospital market for the elderly and 38 percent of the under-age-65 market. For surgical care, their shares accounted for 67 percent of the elderly market and 35 percent of the market for workers and their families. Blue Cross and Blue Shield plans continued to dominate the market for nursing home care, particularly for the elderly, where they held 76 percent of the market. Their shares for the remaining types of care were slightly diminished from their shares in 1978.
Independent Plans
A growing share of the market was held by independent prepaid and self-insured health plans. These plans are not underwritten by Blue Cross or Blue Shield or an insurance company. They are sponsored by consumers, by labor, management or both, and by health professionals. Most independent plans are not for profit. Most of these plans provided comprehensive health care services, providing coverage in 1979 for about 12 percent of the under age 65 population who had hospital insurance, and providing 13-17 percent of the coverage for those insured for various physicians' services and prescribed drugs. Dental coverage (largely by the dental service corporations) represented 37 percent of all persons with dental insurance.
Administrative Service Only (ASO) Agreements and Minimum Premium Plans (MPP)
The gross enrollment figures in Table 2 for insurance company group business and insurance company total business exclude persons covered in insurance company ASO-MPP plans. These persons are properly included in the count of independent plans and other health insurers that are at risk for or underwrite such coverage. Under ASO agreements, an insurance company provides administrative services to another insurance company or to another health insurance organization-an HMO or a self-insured plan, for example. The services include such things as marketing, claims processing, premium collection, accounting, computing, or consulting for a designated fee, but the insurance company is not at risk for health care benefits. Under MPP plans, the insurance company provides a limited amount of coverage, similar to stop-loss coverage in which the insurance company may pay for all or most of the costs above a given figure for plans that are themselves at risk for the health care benefits of their enrollees.
According to The Health Insurance Association of America (HIAA), in 1979 an estimated 19 million persons insured for hospital and physicians' services were enrolled in plans that used ASO and MPP arrangements. Approximately 22 million persons with major medical coverage were in plans with those arrangements. Dental insurance plans covering almost 14 million persons also used ASO-MPP arrangements. The ASO-MPP proportion of total group coverage reported by the companies was 14 percent in 1977, 12 percent in 1976, 6 percent in 1975, and less than 5 percent prior to 1975. These estimates are excluded from gross enrollment figures published in this article to avoid duplicating the number of persons enrolled for private health insurance coverage.
Changes in the Industry
Growth in Total Enrollments
The growth in the number of enrollments reported by all private insurers for hospital care, surgical services, prescription drugs, and dental care is shown in Table 4 . Hospital and surgical coverage grew rapidly in the 1950's when the concept of health insurance was becoming an important fringe benefit in employeremployee negotiations. The growth rate moderated in the 1960's when insurance for other types of care, such as prescription drugs and dental care, was being pursued in contract negotiations. The 1974-1975 recession brought about a loss in job-related health insurance. In 1974, about 70 percent of fulltime workers were in jobs covered by group health insurance. By the fourth quarter of 1975, the rate of unemployment hit a high of 8.3 percent, and by 1976 the eligibility provisions of jointly administered labor-management group health benefit plans were being crucially affected by unemployment rates and adverse economic conditions. Exit lags were running out for laid-off workers, and entry lags had not been cleared for those re-hired. (The exit lag is the period between the date of ineligibility and the date of insurance termination. The entry lag is the period between the date of eligibility and the date health insurance becomes effective). Purchase of individual policies also dropped off during this period. As a result of these conditions, gross enrollments for hospital care fell by several million in 1976. During the next two years the unemployment rate lessened, dropping to 6.6 percent by the end of the fourth quarter of 1977 and falling to 5.8 percent at the end of 1978. This drop in the unemployment rate was a factor in the growth of private insurance for both hospital and surgical care in 1977 and 1978. Another factor was the strong growth in coverage for the elderly. Enrollments rose 17.3 percent, compared with a 4.8 percent rise in the over age 65 population. By 1979, total enrollments for hospital insurance in all plans reached 220.8 million, and 197.8 million for surgical services.
The insurance companies experienced the same general trends in growth as did the overall industry. For Blue Cross-Blue Shield plans, however, the growth rate from 1950 to 1975 was slower, and in recent years they have actually experienced declines for many services. Beginning in 1976, enrollments fell for hospital care, physicians' services, prescribed drugs, and nursing home care, as the number of dependents in the under 65 age group declined because of fewer children. Enrollment growth was concentrated in the more recently negotiated health care benefits for the work force and their dependents-dental care (18 percent), vision care (112 percent), and visiting nurse service (7 percent). The years 1978 and 1979 showed little or no growth in hospital coverage for this age group, and enrollments for surgical care and prescribed drugs continued to decline. At the same time, Blue Cross and Blue Shield coverage for visiting nurse service and nursing home care rose rapidly (53 percent and 74 percent, respectively), in this 2 year period, compared to overall increases of 21 percent and 51 percent in the industry for those services.
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Growth in the independent plans has been accelerating since the mid-seventies, when the Health Maintenance Organization (HMO) development began to stimulate the expansion of community/consumer sponsored plans and plans sponsored by health professionals. From June 1976 to June 1979, HMO enrollment grew at the rate of 11 percent per year. The AMA's Division of Survey and Data Resources preliminary data from the 1980 Census survey of medical group practice in the United States indicate that 77 physician groups derived 100 percent of the total group revenue from prepaid contracts. Although this number represented less than 1 percent of all group practices, it showed a 135 percent increase over the number of prepaid group practices in 1975, which is a significant trend. Another important factor was the trend toward self-funding-employers in increasing numbers turned away from traditional insurance company policies, and instead self-insured their employees for health care costs, either administering the plan themselves or hiring administrative companies or insurance companies for these services. About a third of labor-management plans are believed to be selfinsured. In addition, at the beginning of 1980, 13 States had set up self-insured health plans covering State employees. These State employer plans were not as generous in their benefits nor as comprehensive in range of services as either labor-management plans in private industry, or independent plans generally, but they did show a similar trend to selfinsurance as was occurring among their employer counterparts in industry.
Major Medical Coverage
In 1948, insurance companies began to write a new type of medical care expense insurance known as major medical. Major medical plans provide broad protection against a wide range of health care expenses as well as substantial protection for large, unpredictable medical expenses. Supplementary major medical plans supplement basic health care plans; comprehensive major medical plans integrate in one plan both basic protection and coverage against catastrophic expenses. Major medical plans require the payment of a deductible by the insured person and provide for costsharing or co-insurance for other costs. The insured person usually pays 20-25 percent and the insurer 75-80 percent of such costs. Major medical coverage of the population has grown rapidly over the years. It has also extended the range of services covered and raised the maximum benefit levels.
In 1979, an estimated total of 16.1 million enrollments were reported in insurance company supplementary major medical and comprehensive major medical policies, in Blue Cross and Blue Shield major medical plans, and in comprehensive independent prepaid and self-insured health plans (Table 5 1950 1960 1970 1975 1976 1977 1978 1979 1950 1960 1970 1975 1976 1977 1978 1979 1950 1960 1970 1975 1976 1977 1978 1979 1950 1960 1970 1975 1976 1977 1978 1979 All Plans In its annual survey of group insurance policies, the Health Insurance Institute (HII) found that 92 percent of the persons with such insurance had maximum benefits of $100,000 or more in 1979, compared with 24 percent in 1973. HII also found that 50 percent of the employees surveyed who had comprehensive major medical insurance, and 31 percent of those with supplementary major medical coverage, had a maximum limit of under $1,000 on out-ot-pocket expenses for surgical care in a benefit year.
During the period 1976-1979, group major medical policies provided about 89 million persons with some level of benefits for physicians' in-hospital visits, x-ray and laboratory examinations, physicians' home and office visits, prescribed drugs, and nursing services. Individual major medical insurance policies provided benefits for similar services for 6 to 7 million persons.
Major medical policies covered just under a million aged persons in 1978 and 1979, a drop from 2 million in 1977. No separate figures for this age group are available for Blue Cross and Blue Shield plans or for the independent plans.
Blue Cross' basic policies generally offered many of the services found in major medical policies. Beyond their basic plans, Blue Cross offered supplementary coverage subject to deductibles and coinsurance, with maximum benefits varying from $5,000 to an unlimited amount of extended benefits for the following services: physicians and other health care professionals; prescribed drugs; diagnostic x-ray and laboratory services; nursing home care; home health services; ambulance transportation; prosthetic and orthopedic devices; durable medical equipment; medical supplies; blood; psychiatric treatment; drug addiction; and alcoholism.
Blue Shield plans were comprehensive health care programs consisting of 20 broad benefit areas. Dental care, vision care, and hearing care were new areas of coverage being developed. A majority of the plans also offered supplementary major medical coverage to help pay for the costs of prolonged or catastrophic illnesses.
Independent prepaid and self-insured health plans generally offered a comprehensive range of health care services. Health care maintenance organizations usually fall in this independent plan category. Independent plans are considered to provide major medical protection because of their comprehensive range of benefits and the prepaid delivery of health care services as needed. With the rapid growth of self-insured labor-management plans and the increasing number of health maintenance organizations, the number of persons with major medical protection in independent plans reached approximately 17 million in 1978 and rose to 21 million in 1979.
Quality of Coverage
Coverage and enrollment statistics do not provide a total picture of health insurance protection. Coverage can mean a narrow or a comprehensive range of benefits, a large deductible and low co-insurance by the insurer, or 100 percent reimbursement by the insurer for health care costs. The range of services and the degree to which benefit payments meet the cost of these services provide a measure of the quality of insurance coverage. Employer payment of insurance premiums is also a factor.
We can obtain some measurement (in monetary terms) of the relative depth or extensiveness of coverage provided by the different types of insurers in 1979 by comparing their expenditures per person enrolled for specified benefits, as the following Since utilization rates per enrollee were probably similar, the higher Blue Cross and Blue Shield and Independent plans' average expenditures for hospital care indicate that generally these plans provided more days of coverage and more comprehensive coverage of hospital costs than the group coverage of insurance companies. The meager coverage of individual insurance company plans is also apparent. Although the average hospital expenditure by independent plans is lower than that for Blue Cross and Blue Shield plans, this does not in itself indicate less extensive coverage. Rather, the relatively low utilization rates by community/consumer sponsored group practice plans tend to hold down the average hospital expenditure of all independent plans. Benefit expenditures per enrollee for physicians' services reflect the fact that independent plans generally provided the most comprehensive coverage for physicians' services (all needed service in office, home, and hospital) and prioritized those services over hospital care. The relatively high average benefit expenditure of independent plans for prescribed drugs would indicate that the majority of these plans provided first dollar coverage instead of the deductibles and cost-sharing arrangements commonly found in Blue Cross and Blue Shield plans and in insurance company group policies.
Group Insurance Policies
The HII's sample survey of group health insurance policies during the first 3 months of 1979 provides some measure of the quality of new and revised group policies sold by insurance companies. The sample consisted of 3,451 new or revised cases representing 291,179 employees and an estimated 317,010 dependents, for a total of 608,189 individuals. In 1979, 31 percent of the employees in the survey had their premiums paid entirely by their employers; 7 percent had to pay their own premiums. The cost was shared by the employer and the employee for the remaining 62 percent of the employees surveyed. This cost sharing was a sharp change from the previous two years when employers paid the entire premium for 61 percent of the employees surveyed (1978) and for 59 percent of the employees surveyed (1977).
The drop was accounted for, in part, by the change in the composition of the sample. Each company was instructed to report all new cases for large groups (500 or more employees) and a random sample of its remaining new cases, for a total of 250 plans. The 1979 survey found that employees in new or revised large plans represented 54 percent of employees surveyed, whereas in 1978 they represented 71 percent of employees surveyed. Moreover, only 30 percent of employees in new or revised large plans were in noncontributory plans in 1979, compared with 71 percent in 1978.
The apparent shift away from full contributions by the employer in new or revised plans does not show up when new (and revised) plans and previously established health plans are looked at together. In 1979, a Department of Labor study of 21 million employees in 1469 existing plans in industry found that, of the 97 percent of employees who were covered by a health insurance plan, 73 percent of them were in noncontributory plans.
The level of insurance benefits for hospital room and board charges is probably the most important concern of the wage earner and his family. Among all employees with basic hospital insurance who were surveyed in 1979, 9 percent had basic coverage only. The remaining 91 percent had basic plus major medical coverage. Basic hospital coverage is usually characterized by maximum daily room and board benefits, by maximum number of days of confinement, and by maximum miscellaneous hospital expense benefits. The median maximum daily benefit for those surveyed who either had basic coverage alone, or combined with major medical insurance, was $84. Twenty-eight percent of the employees were subject to a maximum number of hospital days ranging from 30 to 79. Those without major medical insurance faced two risks: one, benefits provided in the basic policy might be exhausted, (for example, the number of hospital days); and two, benefits paid by the basic plan are likely to be less than actual charges for services.
Nervous and mental disorder benefits were provided for 85 percent of employees with comprehensive major medical coverage, but less than half of them were covered for full plan benefits. Among the latter group, only a fifth of the employees were covered if the disorders were treated outside hospital confinement. Among those with supplementary major medical coverage of nervous or mental disorders, only 2 percent were covered for full plan benefits if treatment occurred outside a hospital.
Employees surveyed had other benefit limitations as well. Only 39 percent had nursing home or extended care facility coverage, with more than half of this number subject to a maximum of less than 70 days of coverage and to maximum daily benefit levels. Only 15 percent of the employees surveyed had home health coverage including physician, nursing and therapy services, instead of hospitalization or confinement in an extended care facility.
In 1979, about 35 percent of the employees surveyed had dental coverage, compared with 31 percent in 1978 and 21 percent in 1977. Seventy-five percent of those with dental insurance had comprehensive coverage subject to deductibles and co-insurance; almost 40 percent of this group had maximum annual benefits of $1,000 or more, or no limit.
Individual Insurance Policies
Individual (nongroup) policies almost always provide less economic protection than that provided by group insurance. Individual policies usually give only token protection against today's hospital costs. Reasons for the low benefit levels are: (1) the high cost of selling and administering these policies-about half the premium goes for these expenses, and (2) there is a need to keep the premium as low as possible so that the individual can afford the policy without employer contributions. Individual hospital policies outsold individual surgical policies almost 2 to 1 in 1979. For the elderly, the ratio was almost 4 to 1. For 1978 these ratios were about the same. Individual policies usually pay fixed amounts per day in the hospital or fixed amounts per surgical procedure, or both. Individual policy holders faced relatively large out-of-pocket expenses as a result of low reimbursement limits, and a narrow range of benefits, exclusions, and limitations, such as waiting periods and pre-existing conditions.
In 1979, the Health Association of America (HIAA) reported an estimated 28 million enrollees under age 65 with individual policies covering hospitalization. Of these, 11 million were hospital indemnity policies. The remaining 17 million also covered surgical or physicians' expense, or major medical expense, or all of these categories. These 17 million persons were less likely to suffer catastrophic losses for hospital-related care and had some level of protection against the cost of physicians' office visits, x-ray and laboratory ex-ams, prescribed drugs, and nursing services. However, if major medical policies place no limit on policyholder cost sharing, an employee may incur catastrophic expenses through high co-payments. Heavy expenses may also be incurred for any noninsured services such as nursing home care, psychiatric care, dental care, or prescribed drugs. Those age 65 and over bought proportionately more hospital indemnity policies than hospital/medical expense policies. Individual coverage was down slightly from 1978 for both age groups.
Blue Cross and Blue Shield Plans
Blue Cross basic contracts provided service benefits rather than cash indemnities, (for example, hospitals and other providers were paid directly by the plan instead of payment to the subscriber of a fixed dollar amount). In addition, most Blue Cross plans provided extended benefits with variable front-end deductibles and 80 percent co-insurance for physicians' services and other professional services, nursing home care, home health services, prescription drugs, durable medical equipment, nursing services, x-ray and laboratory services, blood transfusions, and treatment of mental conditions, alcoholism, and drug addiction.
Blue Shield plans covered more than half of their enrollees (56 percent in 1979 and 55 percent in 1978) under their Usual, Customary and Reasonable (UCR) program, in which payments to physicians are based upon their usual and customary fee in the locality in which they practice, as opposed to the traditional indemnity payment-the allowance of a fixed dollar amount toward the physician's charge. Payments by these Blue Shield plans were usually subject to deductibles and coinsurance payments, however.
Persons Without Private Health Insurance The Under-Age-65 Group
Estimates for the years 1978 and 1979 show that about 40 million persons under age 65 had no private insurance against the costs of hospital-related illnesses. Many of these persons were self-employed and chose not to buy insurance; others worked for small, low wage-paying employers and could not afford to buy insurance on their own. Some were in bad health and could not obtain insurance, or were disabled and not eligible for Medicare because of the 24 month waiting period, or were ineligible for Medicaid, and unable to purchase private insurance. Another group was made up of certain workers affected by eligibility provisions in labor-management plans-the unemployed whose exit lags had expired, and the newly employed whose entry lags had not been cleared. Still others were receiving assistance in meeting their medical expenses through such public programs as Medicare, Medicaid, Champus, the Veterans Administration, and Workers' Compensation. Approximately 2.8 million disabled persons under age 65 were covered by the hospital insurance (HI) program of 
The Elderly
In 1979, an estimated 9 million of the aged had no private hospital insurance; 14 million had no private surgical insurance. However, virtually all of the aged had coverage for these services under the Medicare program (23.8 million for hospital insurance, and 23.6 million for medical care). For prescription drugs or private duty nursing, more than 20 million of the aged had no insurance protection, either through private insurance or through the Medicare program. The NCHS Survey found that, in 1978, only 530,000 of the aged were not covered by either private health insurance or Medicare, and only 253,000 were not covered by any of the 4 plans-private insurance, Medicare, Medicaid, or Veterans Administration.
Financial Experience
The discussion that follows provides financial information on the three major types of insurers: insurance companies that sell health insurance; Blue Cross and Blue Shield plans; and independent prepayment and self-insured or self-funded plans. Health maintenance organizations (HMO's) that provide and are at risk for health care services to their members are included in the independent plans category.
Claims expense and operating expense are measured against premium and subscription income to show the net underwriting gain or loss and other operating results, for example, the proportion of premiums returned as benefits (the claims ratio), and the amount retained for operating expenses, additions to reserves, and profits. All data are on an incurred or accrual basis.
We present retentions as a percent of subscription or premium income for the period 1950 to 1979 by type of insurer. Also, for the period 1950 to 1979, we show per capita consumer expenditures for health insurance, average premium expenditure per person covered, and the percent of national disposable personal income spent for health insurance.
Industrywide Experience
In 1979, the private health insurance industry collected $55.9 billion in premiums and subscriptions, a 12.4 percent increase over the $49.7 billion collected
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in 1978 (Table 6 ). An estimated 87.0 percent of the premiums were paid by employer contributions in 1979, compared with 86.0 percent in 1978.
The insurers returned 89.8 percent of the 1979 premium total in the form of $50.2 billion in benefits, down slightly from the 90.6 percent claims ratio in 1978. Operating expenses for 1979 were $7.1 billion and when added to benefit expenditures resulted in a $1.4 billion net underwriting loss, a slight improvement over the $1.5 billion net underwriting loss of 1978.
After what appeared to be improving conditions in 1977, the private health insurance industry returned to substantial net underwriting losses in 1978 and 1979. These losses continue a trend that extends back at least as far as 1965 with interruptions (that is, underwriting gains) only in 1972 and 1973. The immediate reasons for the trend are clear upon viewing the percentage change in industry premiums and benefits over time (see text table). Premium growth has been reasonably constant over the period, growing at an average annual rate of 14.4 percent, during the post Medicare, Medicaid period (1967 to present) with a standard deviation of ± 2.3 percentage points. On the other hand, growth in benefits (14.7 percent) was slightly higher than premiums and has fluctuated more radically, with a standard deviation of ± 4.2 percentage points. Only in years when benefit growth has been slowed, such as in the early 1970's with the Economic Stabilization Program (ESP), has the industry shown underwriting gains, those of 1972 and 1973.
The percentage change in benefits and in the Consumer Price Index (CPI) for medical care move together quite closely, although the two series are at different magnitudes. During the "ESP" years the rate of growth in both series was reduced. After the "caps" were removed, both series experienced an acceleration in growth rates. These findings are not surprising, especially given that the two series are closely interrelated, but they point out the major role of prices in health care expenditures. Finally, given the 1980 movement in the CPI, if the relationship between the two series holds true, one would expect an increase in benefit growth in 1980.
Operating expenses as a percent of premiums have been steady during the 1975 to 1979 period, ranging from 12.2 to 12.9 percent.
Net cost, the difference between premiums and benefits, remained essentially unchanged from 1977 to 1978, going from $4.6 to $4.7 billion, a .9 percent increase. However, in 1979 net costs increased by 22.3 percent to a $5.7 billion level. The 1979 increase was caused by the relatively faster growth in premiums, 12.4 percent, than in benefits, 11.4 percent, a virtual reversal of the 1978 relationship between the two-11.4 percent growth in premiums and 12.6 percent growth in benefits. 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 1980 Premium growth relative to benefits, along with steady operating expenses, led to a lessening of net underwriting losses in 1979 ($-1.4 billion down from $-1.5 billion). Were it not for the expected effect of price increases in 1980, the 1979 developments would point to a possible recovery year in 1980.
Percentage Change in Industry Premiums and Benefits Over Time
Insurance Companies
Insurance companies reported a total of $23.0 billion in premium income in 1979, 41.2 percent of the industry total and a 10.4 percent increase over their 1978 premium earnings of $20.9 billion. Group policy premiums, which comprised 82.1 percent of the insurance company premium total, increased at a slightly faster pace (10.7 percent). Individual policy business rose 8.9 percent, a significant increase over the 1978 growth of 5.6 percent.
The 1979 premium data show a continuance of the insurance companies' slow decline in terms of the health insurance industry's business, as seen in the table entitled, Percentage of Health Insurance Business. The decline began in 1968 when companies reported 53.6 percent of the industry's premium total. While some business has been lost to the Blue Cross and Blue Shield Associations, most of the companies' business has been lost to the independent prepaid and self-insured health plans. To some extent the companies have been able to offset this loss of business through their Administrative Service Only (ASO) and Minimum Premium Payment (MPP) contracts (see later discussion of ASO-MPP). 1965 1966 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 Blue The benefit payments or claims expense for insurance companies grew at a much slower pace in 1979 than in 1978. The overall claims in 1979 were $20.1 billion, with group claims of $17.4 billion and individual claims of $2.7 billion. Their respective growth rates over 1978 were 5.7, 6.5 and 1.1 percent for all policies, group policies, and individual policies.
Percentage of Health Insurance Business
Year
1 Insurance claims in 1978 totaled $19.1 billion, with group policies comprising 86 percent or $16.4 billion of the total and individual policies comprising the remaining $2.7 billion. Total claims grew at a 10.8 percent rate over the 1977 level, with group policies growing at a 7.2 percent rate and individual policies growing at a surprising 38.5 percent rate.
2
Claims grew at only half the rate that premiums increased in 1979. Nonetheless, insurance companies suffered a net underwriting loss in 1979. When claims expenses were combined with $4.7 billion in operating expenses and deducted from premiums, the result was a net underwriting loss of $1.8 billion, a slight improvement over the $2.4 billion underwriting loss in 1978. Operating expenses rose at 15.0 and 17.0 percent in 1978 and 1979, respectively, yet remained fairly constant as a percent of premiums, 20.0 in 1978 and 20.3 in 1979. 1 Insurance company claims are reported by HIAA on a paid rather than incurred basis. Claims incurred in any given year are equal to the claims paid for that year plus thirty percent of the difference between the claims paid in the current year and in the preceding years. HIAA developed and derived this conversion method based on several years of data. It is subject to the variability inherent in a static formula applied to a dynamic environment.
2 Individual policies have exibited an erratic growth pattern over the past few years. However, the 1978 and 1979 patterns are extraordinary enough to lead one to suspect some sampling errors in HIAA's survey.
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The insurance companies have a long history of net underwriting losses in their health insurance business, extending back at least as far as 1965, and as mentioned before, 1978 and 1979 were no exceptions, with losses of $-2.4 and $-1.8 billion. Two factors help explain how this situation has continued to exist for so long. First, due to competitive conditions, companies have to consider forces other than benefit and administrative costs when setting premiums. Premium rates that reflect costs may be too high to be competitive, with the subsequent loss of some large corporation or union contracts that include the insurance company's more profitable lines of business such as loss of income, dread disease, accidental death and dismemberment, and most important of all, the life and casualty lines. Probably a more significant factor is that companies are able to finance their losses in part by cash flow underwriting, (that is, the investment income companies earn on premium dollars before they are paid out for benefits and administration), and in part by subsidizing health insurance through other lines of insurance. No information is available on the investment income earned by insurance companies from their hospital and medical expense business, as separate from their health insurance business, including loss of income line, but presumably this income has been large enough over time to help compensate for their net underwriting losses.
Administrative Service Only (ASO) Agreements and Minimum-Premium Plans (MPP)
Insurance company premiums and claims data reported by the HIAA include Administrative Service Only Agreements and Minimum Premium Plans. Since 1975, the HIAA has reported the ASO-MPP data separately from data for regular business.
As explained earlier, under ASO agreements the insurance company provides administrative services to another health insurance organization, but it is not at risk for the provision of health benefits to the persons covered by that plan. Minimum premium plans are insurance policies containing a risk-sharing agreement under which an insurance company assumes responsibility for a given employer's or insurance organization's health plan costs, after a specified maximum dollar limit (usually set at expected costs) has been met by the employer or insurance organization plan. The premium is minimal because the employer or plan has the liability for payment of the bulk of the claims. The employer or plan pays only for the tax, risk, and profit charges related to the insurance company's share of the liability. This type of plan is used occasionally by relatively small health plans to protect against some unusually heavy loss, but is primarily used by large employers, because of its fiscal advantages-avoidance of State premium taxes, tax exempt interest earnings accruing on any reserves maintained, and cash flow flexibility. The inclusion of ASO business in the insurance company data results in an overstatement of the overall industry's premiums and claims. Persons enrolled in these plans are counted twice; insurance companies count the enrollees of the plans they administer, and these persons are also reported by the plans that actually insure or provide the health care services. Thus, premiums and claims expenses for these persons are doubly reported. Unfortunately, no source is currently able to separate the "at risk" portion of the insurance companies' MPP business from the reported MPP total.
Because the amount of overstatement resulting from the inclusion of ASO-MPP insurance company data far exceeds the potential underestimate due to excluding the companies' "at risk" business for MPP, HCFA has excluded ASO-MPP data from its tables for the overall private health insurance industry. ASO-MPP business is fully recognized, however, as a growing phenomenon in the industry.
As the table entitled, Comparison of Insurance Company Regular and ASO-MPP Business shows, though the rates of growth are slowing, ASO-MPP business has increased much more rapidly than regular business, growing from 8 percent of total insurance company hospital/medical expense and dental care business in 1975 to 21 percent in 1979. Finally, the strong movement towards self-funding should cause continued growth in ASO-MPP business.
Blue Cross and Blue Shield Plans
The 1978 and 1979 financial picture for Blue Cross and Blue Shield plans can be generally characterized as sluggish and slightly down. The rates of growth in subscriptions and benefits continued a deceleration started in the 1975 and 1976 period. Their share of the industry's business, 42.0 percent of total subscription and premium income, is down from a 1976 peak of 45.2 percent. We attribute a good deal of this sluggishness to basically static enrollment growth.
In 1979, Blue Cross and Blue Shield plans received a combined total of $23.5 billion from subscribers, up by 8.9 percent from the $21.5 billion they received in 1978. In 1978, subscription income increased 10.2 percent over the 1977 total of $19.6 billion. After allowing for enrollment change, subscription increases barely kept pace with the rise in the CPI for medical care expense.
Blue 
Independent Plans
The independent plan subscription income was $9.4 billion in 1979, up 28.5 percent from the 1978 level of $7.3 billion. Benefit expense, $8.3 billion in 1979, grew slightly faster at 27.4 percent than the 1978 growth rate of 25.9 percent. The 1978 benefits totaled $6.5 billion. The independent plans' benefits ratio was comparable to that of Blue Cross and Blue Shield in 1978 but lower than that of Blue Cross and Blue Shield in 1979. In 1979, Independent plans had an operating expense of $.7 billion. Their net underwriting gain was $.3 billion, up 36.9 percent from the 1978 level of $.2 billion. Net income for 1979 was about $.5 billion, and in 1978 it was $.3 billion. Independent plans did almost 17 percent of all health insurance business in 1979.
Claims Ratios
The insurance companies and the independent plans showed a decline in their claims ratios in 1979. The insurance companies' drop was particularly strong, going from 91.3 percent in 1978 to 87.5 percent in 1979, while independent plans decreased from 89.6 percent to 88.8 percent for the same two years. Blue Cross and Blue Shield plans moved in the opposite direction, 90.3 to 92.6 percent for the same period. Since health care price indexes are showing strong increases, one would not expect the insurance companies' 1979 benefit experience to continue, but rather that their claims ratios would more closely resemble those of the Blue Cross and Blue Shield plans.
Trends
National health expenditures, as a percent of gross national product, have risen almost fifty percent (47.5) the last fifteen years, from a 1965 level of 6.1 percent to a 1979 level of 9.0 percent. Similarly, insurance premiums, as a percent of disposable personal income, have increased more than half again as much (61.9 percent) from a 1965 percentage of 2.1 to a 1979 percentage of 3.4. The same type of pattern is evident in many of the insurance and health variables (see the following table). Except for the movement of medical care prices in the early 1970s, all items are showing increased rates of growth. 1965-69 1970-74 1975- Another notable financial trend is the independent plans' increasing share of the industry's business (see Figure 5 and the text table entitled, Percentage of Health Insurance Business).
Average Annual Rates of Growth for Selected Items in Five Year Increments
Independent plan premiums have grown at an average annual rate of 21.6 percent from 1965 to 1979, compared with the industry growth rate of 13.1 percent. Self-funded plans, representing approximately 60 percent of the independent plan total, have grown at an average annual rate of 21.8 percent for the 15 year period. The independent plans also include HMO's and prepaid dental and vision service corporation plans, all of which have experienced rapid growth in recent years.
Benefit expenditures for the industry grew from $8.7 billion in 1965 to $50.2 billion in 1979, an annual average growth rate of 12.4 percent ( Table 7 ). Figure 6 illustrates the behavior of premiums and benefits from 1965 to 1979. As shown in the table entitled, Premium and Benefit Growth Rates, in the three years prior to 1979 the benefit growth rates were 18.0, 12.8, and 12.6 percent. The growth rate of 11.4 percent in 1979 is slower than that of immediately preceding years and is also slower than the 12.5 percent 1979 growth in overall health expenditures. Year 1975 Year 1976 Year 1977 Year 1978 Year 1979 Year 1975 Year 1976 Year 1977 Year 1978 Year 1979 Industry Total The reasons for the deceleration, due mainly to low growth in the insurance company data, are not apparent, especially given the 1979 acceleration in the growth in prices (see CPI text table) .
Premium and Benefit Growth Rates
Premium growth outpaced claims growth in 1979, reversing the 1978 pattern. Premium growth is a natural consequence of rapidly growing claims, which in turn reflect health care costs and an increase in the range of health care benefits covered by insurance. Though premiums grew faster than benefits in 1979, the industry in general still suffered a net underwriting loss. Thus, it may be expected that premiums, particularly for insurance companies, will show strong growth relative to benefits again in 1980. Price increases, as shown in the table entitled, Annual Percentage Change for Selected Consumer Price Indexes, strengthen this supposition. 
Annual Percentage Change for Selected Consumer Price Indexes
Benefit Expenditures
Blue Cross and Blue Shield plans had the largest amount of hospital care expenditures in 1979, 48.4 percent of the $30.1 billion total (Table 8) . Insurance companies expended nearly as much, accounting for 39.9 percent of the total. Independent plans covered 11.7 percent of the total insurance for hospital care. For physicians' care, the companies' expenditures represented 40.2 percent of the industry total of $14.7 billion; Blue Cross and Blue Shield plans had 40.0 percent; and independent plans accounted for the remaining 19.8 percent.
In 1979, independent plans had the largest share of the $1.6 billion expended by the industry for prescribed drugs (out-of-hospital), with 36.1 percent of the total. Blue Cross and Blue Shield plans had a 32.6 percent share of drug expenditures, and insurance companies had 31.3 percent of the total.
Dental care benefits in 1979 were $2.9 billion. Of this total, insurance companies accounted for 51.2 percent. Independent plans were next with 37.1 percent of the total, and Blue Cross and Blue Shield accounted for the remainder, 11.7 percent. Finally, for all other types of care in 1979, the industry total of $.9 billion was shared at $.4, $.3 and $.2 billion, respectively, for Blue Cross and Blue Shield plans, insurance companies, and independent plans. These plans represented 44.7, 29.0 and 26.1 percent of the total expenditures for all other types of care in 1979.
No new trends have appeared in the percentage distribution of benefit expenditures (Table 9) . Almost ninety percent (89.3) of all benefit expenditures in 1979 went for hospital (60.0) and physicians' care (29.3). Another 6 percent (5.8) was paid for dental care, and over three percent (3.1) was paid for prescribed drugs (out-of-hospital). The remaining 2 percent (1.8) went for private duty nursing, visiting nurse services, nursing home care, vision care, and other types of health care.
Although hospital care continued its gradual decline as a share of total expenditures, it still accounted for 60 percent of total benefits in 1979 (see Figures 7-9 ).
Prescribed drugs (out-of-hospital) and dental care continued to gain in their shares of the expenditure distribution, while physicians' care remained fairly constant. Non-hospital, non-physician care has grown from 5.4 percent in 1970 to 10.7 percent in 1979, reflecting the increased coverage for these types of care.
Operating Expense Ratios
Operating expense rose at a 14.9 percent rate in 1979, but as a percent of premium income it remained, as it has been since 1975, in the 12 to 13 percent range. (See the table entitled, Operating Expense as a Percentage of Premium Income.) The lower percentages in recent years may reflect success on the part of large employers in reducing administrative expenses.
As in years past, wide variation occurred in the operating expense ratio for the various types of insurers. Such features as the complexity of claims processed, acquisition costs, and other expenses of doing business-commissions, taxes, licenses and fees-caused these differences. Blue Cross plans have historically had the lowest operating expense ratio, just above 5 percent for all of the 1970's, largely because hospital claims are not as complex as other kinds of claims, and hospital claims comprise most of the Blue Cross business. Blue Shield, which handles surgical-medical claims, has consistently had an expense ratio about twice as large as that of Blue Cross.
The operating expense ratio of insurance company group business continued to be slightly higher than Blue Shield's, the difference stemming from the taxes the companies pay. The operating expense ratio of insurance company individual policy business was the highest for the industry at 44.5 percent. The reason for this high operating expense ratio is that individual policies are expensive to sell and administer. The operating expenses of independent plans have always been relatively low-7.8 percent of subscription income in 1979-primarily because they tend to deal with group situations which are less costly to administer. (Table 10) . Average premium expenditures per person covered by any type of private health insurance (using hospital enrollment) has increased from $16.85 to $327.06. The percent of national disposable personal income spent for health insurance has increased from .6 percent to 3.4 percent. The percent increase in per capita premium expense from 1950 to 1979 was almost 2900 percent. Premium rates are a direct response to benefit increases which result mainly from rising prices for hospital care, physicians' services and other health care services, and increases in the volume of services. Volume of services is measured by expansion of insurance coverage to a wider range of services, increased utilization rates, and population growth.
Operating Expense as a Percentage of Premium
The average premium expended per person covered by private insurance (using the net number of persons covered by hospital insurance, since that is the type of coverage most commonly held) rose about 1800 percent. The percent of national disposable personal income in current dollars spent for health insurance rose about 500 percent.
Private health insurance cost consumers $5.7 billion above the amounts they received back from insurers for claims or benefits in 1979. The net cost was $4.6 billion in 1978. These amounts were retained by insurers to cover operating expenses, profits, and additions to reserves. For consumers, the amount of net cost represents the net expense of obtaining insurance, that is, the amount consumers pay for risk assumption and administrative services by the insurer.
As the following table shows, the 1979 net costs were more than double the 1976 level, and almost 4 times the 1970 level. The following series also indicates that net cost fluctuates over time, usually reflecting the general business conditions in the health insurance industry, and in turn affecting the yearly increases in reserves and net gain of the insurers.
Consumer Net Cost for Selected Years
Over the years the public has been able to buy private health insurance on increasingly advantageous terms, as shown by a sometimes sporadic but nevertheless steady decline in the retention ratio (retentions as a percentage of premium income) (Table 11 ). In 1950, the industry retained 23.2 percent of premium income for operating expense, additions to reserves, and profits. In 1979, the rate was less than half-10.2 percent. The decrease is the result of two major factors: (1) a sharp drop in the retention rates of group insurance, and a substantial drop in the retention rates of Blue Cross and Blue Shield plans, and (2) the steady decline of the share of individual business, with its very high retention rates, both of total insurance company business and of the industry as a whole.
Portion of Consumer Expenditures Met by Insurance
Private health insurance paid for 44.7 percent of the $112.2 billion spent by consumers in 1979 for personal health care, a drop from the 45.4 percent covered in 1978. The remaining 55.3 percent was direct out-ofpocket expense for noncovered and partially covered personal health care services. If administration or prepayment is considered as part of personal health care expenditures, in 1979 insurance covered 42.6 percent of the $117.9 billion total. This value is also down from 1978 when insurance met 43.4 percent of the total.
As the following table shows, the drop in the percent of consumer health care expense paid for by private health insurance was notable in hospital care, in which the percent went from 80.4 to 79.1, the lowest percent since 1974. Physicians' services showed an even greater drop in the percent of cost met by private health insurance, 50.7 to 48.9 percent. The implication in both instances is that the insurance benefit structure is not keeping pace with hospital and physician expenditures. Indemnity schedules may not have been adjusted up enough to cover rising expenditure levels. Also, in an effort to hold down costs, insurers may have adjusted deductibles and coinsurance. In any event, the drop in overall costs met by insurance in 1979 is explained by these two types of care, which comprise 89.3 percent of all benefit expenditures.
The portion of consumer expenditures for dental care met by insurance has risen to 22.3 percent, a trend of steady growth since 1965 when virtually no dental costs (1.5 percent) were paid by insurance. While the insurance share of payments for drugs and all other types of care has also grown over time, consumer out-of-pocket expenditures are still 91.1 and 94.1 percent, respectively, for these two types of care. 1950 1960 1965 1966 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 Blue Cross and Blue Shield data were supplied by the Blue Cross and Blue Shield Associations from data reported to them by their various plans in the United States. Gross enrollments for hospital and surgical care, for physicians' in-hospital visits, and for home and office visits were provided separately by Blue Cross and Blue Shield plans for two age groups: (1) Regular membership (under age 65), and (2) coverage complementary to Medicare (for those age 65 and over, and disabled members under age 65 eligible for Medicare). For all other types of care, the Blue Cross and Blue Shield Associations reported enrollments jointly. Major-medical coverage was also reported jointly, but information was available only for the combined age groups. The Office of Research, Demonstrations, and Statistics (ORDS) of the Health Care Financing Administration (HCFA) adjusted the Blue Cross data to exclude enrollments for underwritten welfare programs.
Percentage of Expenditures Paid by Insurance
Year
The Health Insurance Association of America (HIAA) compiled the data for insurance companies from its annual survey of the number of persons in the United States covered under group and individual insurance policies. Gross enrollments for hospital, surgical, regular medical, and major-medical (supplementary and comprehensive) policies were reported for persons under age 65 and for those age 65 and over.
Since 1974, the HIAA has used the gross enrollments under major-medical plans for both age groups to represent gross enrollments for prescribed drugs and nursing services. Major-medical coverage is also the primary determinant of enrollment of persons under age 65 and age 65 and over for the following services: physicians' in-hospital visits, home and office visits, and x-ray and laboratory examinations. The HIAA reported dental enrollment for the combined age groups.
For the independent health insurance plans, the 1978 and 1979 data were based on estimates from the ORDS annual surveys of such plans. The 1978 Nationwide Survey of Independent Prepaid and Self-insured Health Plans served as the sampling frame. A stratified, random sample of 215 plans was drawn based on enrollment size. When the 1978 survey is complete, it will serve as a benchmark (point of reference) for the years between 1972 and 1977.
ORDS Estimates of Net Coverage
Net figures are the net numbers of different persons enrolled for given types of care. Duplicate coverage was eliminated for persons protected by more than one insurance company policy and by more than one type of insurer. We based net enrollments for hospital and surgical care in 1976 and 1978, for persons under age 65, on biennial household interview surveys (HIS) conducted by the National Center for Health Statistics (NCHS). Net enrollments for hospital care for persons age 65 and over were also based on the NCHS surveys. The 1976 and 1978 nets for surgical care for persons age 65 and older were derived by removing the duplication from gross enrollment data reported by the industry.
We derived net figures for other types of care from industry reports by removing duplication from gross enrollment data reported and by looking at trends in gross enrollments. Net figures for 1978 and 1979 were derived by projection on the basis of movement in gross enrollments, since a strong correlation exists between gross and net enrollments.
Sources of Financial Data
The data for Blue Cross and Blue Shield plans shown in Table 6 are based on financial statements supplied by the Blue Cross and Blue Shield Associations for all plans. The duplication caused by 24 joint Blue Cross and Blue Shield plans reporting identical data to both national organizations has been eliminated. Data for Health Services, Inc., and for Medical Indemnity of America, Inc. (insurance companies owned by the Blue Cross and Blue Shield Associations, respectively) have been included. Data for Puerto Rico and other outlying areas have been excluded.
HIAA provided data on premium income and benefit expense of insurance companies based on their annual surveys and linked to figures published by the National Underwriter Company. HIAA adjusted the data to eliminate premiums and estimated losses for accidental death and dismemberment insurance and to include any companies that did not appear in the National Underwriter figures.
Premium income and claims reported by HIAA for the years 1975-1979 were reported separately for regular business and business under administrative service agreements (ASO) and minimum premium plans (MPP). The data in the financial tables in this article represent regular business only.
